Tumours of the spermatic cord are rare. Most tumours of the spermatic cord are metastatic and are typically an incidental finding at orchidectomy for other pathology. Primary pathology is usually from the gastrointestinal tract. We report a very rare presentation of an asymptomatic gastrointestinal tumour as a spermatic cord mass.
Tumours of the spermatic cord are rare and mostly mesenchymal in origin [1] . Even rarer are tumours of epithelial origin (9%) [2] . Almost all epithelial tumours involving the spermatic cord are metastatic [1] and are typically an incidental finding at orchidectomy for other pathology (testicular cancers or prostate cancers). Metastasis to the spermatic cord and/or the intrascrotal contents is generally found in conjunction with widespread advanced disease. Primary sites for these tumours include stomach, prostate, kidney, colon, ileum, appendix, and pancreas. Metastatic neoplasms from the digestive tract occur less frequently, and for a metastasis to be the first manifestation of a primary tumour is even more atypical [3] . These conditions present a diagnostic and therapeutic conundrum [4, 5] . We describe a case of descending colon adenocarcinoma metastasing to the spermatic cord, whose initial presentation was painless scrotal swelling.
CASE PRESENTATION

Case Report
A 62-year-old, fit man was referred with a 2-month history of painless left scrotal swelling. He denied trauma, previous similar episodes, and change in bowel habits, abdominal pain, or any systemic upset. On examination, an enlarged epididymis with extension up to the spermatic cord was noted, consistent with the clinical diagnosis of epididymitis. The testis was normal in consistency and size. Urine dipstick was negative. Routine blood tests, including the tumour markers (α-fetoprotein, β-HCG, PLAP) were normal, but LDH was raised. Ultrasonography illustrated an epididymal swelling with an extension up the spermatic cord, in keeping with inflammatory aetiology (Fig. 1) . Further review 1 month later showed the inflammatory mass to have increased in size despite the 4-week course of antibiotics. 
Management
The patient underwent radical inguinal orchidectomy. Macroscopic appearances at surgery suggested epididymitis involving the spermatic cord. However, histology sections from the spermatic cord revealed extensive infiltration by atypical glandular structures. The epididymis and testes were reported normal. Immunohistochemical staining for prostate-specific antigen was negative. Pathological diagnosis was metastatic adenocarcinoma with extensive vascular permeation involving the spermatic cord with likely primary pathology from the gastrointestinal tract (Fig. 2) .
CT demonstrated multiple liver, mediastinal, and lung metastases, along with abnormal-looking, thickened, descending colon (Fig. 3) . Serum CEA was elevated to 167 µg/l. Colonoscopy corroborated a stenosing lesion in the descending colon and the biopsy verified the histology of poorly differentiated adenocarcinoma. Notwithstanding this metastatic presentation, the patient was completely asymptomatic with a very good performance status. He completed palliative chemotherapy with irinotecan, fluorouracil, and cetuximab with a good partial response. CEA came down to 6.7 µg/l and the CT scans demonstrated a decrease in the metastatic tumour burden, especially in the liver and mediastinum. He remains clinically well 18 months following the diagnosis. 
DISCUSSION
In a review by Beccia et al., 31% of 636 tumours of the spermatic cord were malignant, of which 91% were sarcomas [2] . Blitzer et al. studied 201 malignant primary tumours of the spermatic cord and found only four unspecified carcinomas, thus confirming the view that almost all epithelial tumours of the spermatic cord are of metastatic origin [6] .
The potential patterns of metastatic tumour spread to the spermatic cord and paratesticular tissues include retrograde venous extension, arterial emboli, retrograde spread by way of the vas deferens, and lymphatic spread [7] . Of these, metastatic spread exclusively by vas deferens is doubtful since epididymal metastases have been reported in men with carcinoma prostate who have had vasectomy [8] . Rarely, a patent processus vaginalis may lead to metastatic spread of malignant mesothelioma to the spermatic cord [9] . Retrograde lymphatic spread through retroperitoneal lymph nodes has been demonstrated as the most probable mechanism of extension seen in gastrointestinal tumours. In contrast to previous studies, in our patient, haematogenous spread is the most likely route, supported by the presence of extensive vascular invasion by the tumour cells with minimal stromal invasion in epididymis and widespread lung and liver metastasis.
Metastasis to the spermatic cord is rare. Metastasis from the gastrointestinal tract is infrequent and for a metastasis to be the first manifestation of a primary tumour is even more unusual [3] . Only 9.5% of metastasis appears as the first sign of an occult neoplasm and in 47.6% of these cases, the metastasis and the primary tumour are found simultaneously [10] . Although the histological types of spermatic cord and epididymal metastasis cover a wide variety, carcinomas of the gastrointestinal tract (stomach, pancreas, colon, caecum, jejunum, bile duct, and appendix) and prostate are the most frequent, together accounting for more than one-half of the cases [5] . Other tumours in which metastasis to the spermatic cord has been reported include carcinomas of the kidney, ureter, and bladder [11] . The liver is the most common site of haematogenous dissemination of colorectal cancer, followed by the lungs and bones. Less commonly reported sites include the brain, adrenals, and skin. The spermatic cord and epididymis are extremely rare sites for metastatic tumour spread [2] .
The reasons for the relatively low incidence of metastases to this site are not clear and one may speculate that the relatively low temperatures in this region are not conducive to the establishment of metastatic tumour cells [12] . The prognosis is generally poor, with the average survival period from the time of diagnosis of the metastasis being only 9.1 months [10] .
CONCLUSION
This case report highlights the need to consider the diagnosis of primary or secondary spermatic cord tumour when an apparent scrotal mass does not resolve with antibiotics. In ambiguous testicular and paratesticular masses (especially if the patient is past the usual age for a primary testicular tumour), and in the setting of a hydrocoele, or nonspecific systemic symptoms, an inguinal surgical exploration is warranted.
